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OPERATIONAL DEFINITIONS
Sanitation mainly refers to access to and use of facilities and services for the safe disposal of
human urine and faeces.
A safe sanitation system is that which is designed and used to separate human excreta from
human contact at all steps of the sanitation service chain (from collection to final disposal).
Sanitation Practices refer to practices that separate human excreta from human contact
Good sanitation practices refer to sanitation practices that adequately separate human
excreta from human contact
Poor sanitation practices refer to sanitation practices that do not adequately separate human
excreta from human contact
Improved sanitation facilities include flush or pour-flush toilets, pit latrines, improved pit
latrines and composting toilets where excreta are treated and disposed of in situ or transported
and treated off-site.
Basic sanitation facilities are improved sanitation facilities not shared by households
Limited sanitation service results if the facility is shared by households
Adoptability implies acceptability and approval by communities of sanitation practices
Responsiveness implies awareness and receptiveness of community members in their
sensitivity to sanitation practices
Undertakings are all endeavours, actions and or activities among community members to
ensure implementation sanitation practices
Challenges refer to all sorts of resistance encountered by community members in trials and
attempts to implement sanitation practices
Open defecation free: Where the entire unit of administration has abandoned defecating in
the surrounding and are using toilet/latrine facilities
Cat method: Faecal matter disposal method where an individual makes and excavation on

the ground, defecates and buries, mimicking a cat.
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ABSTRACT

Introduction: Good sanitation practices are vital for health as they contribute to infections
prevention, as well as improve and maintain mental and social well-being (WHO, 2018). World over,
2.4 billion people still had no access to improved sanitation by 2015; majority of those living in rural
communities (WHO, 2015). SDG 6 targets access to adequate and equitable sanitation and hygiene
for all and end open defecation, paying special attention to the needs of women and girls and those in
vulnerable situations by 2030. However, sanitation in Karamoja sub-region stands at 21.5%, Moroto
15.5% (SPR, 2017). Poor sanitation practices limit effective separation of human excreta from human
contact, thereby increasing the risk to multiple diseases outbreaks.

Objective of the Study: To assess the adoptability to sanitation practices among communities in
Nadunget sub-county, Moroto district — Uganda.

Methodology: A cross sectional study carried out in Nadunget sub-county involving 221 households
selected using a mixture of purposive, proportionate and simple random sampling methods. Data was
entered using Epi data version 3.1 and analysed using SPSS version 22.0. Analysis is presented in
three phases; 1%, frequency distribution tables for all independent variables with their corresponding
percentages, 2™, a chi-square test using bivariate analysis at 95% confidence interval and then the
multivariate analysis in which the results were then presented inform of Odds Ratio at 95% level of
confidence.

Results: The proportion of households adopting to sanitation practices in Nadunget was 46.15%;
which meant 53.85% still practiced poor sanitation practices. The study findings further established
that, adoption to sanitation practices was observed in respondents who were business persons
compared to those government employees (aOR=4.296;95%CI:1.779-10.377,p-0.001). The study
finding also established that respondents whose monthly income was about 151,000 to 200,000
shillings were most likely to adopt sanitation practices compared those whose monthly income was
less than 50,000 shillings (aOR=8.232;95%CI:1.848-36.673,p-0.006). There were higher chances of
adopting to sanitation practices among respondents who agreed that they had a sanitation facility for
disposal of human excreta unlike those who did not have (aOR=3.761; 95%Cl: 2.152-6.571, p-0.000).
Participants who were persuaded by NGOs were 2 times more likely to adopt sanitation practices
compared to those who were persuaded by village chairpersons (aOR=2.945;95%CI:1.217-7.127,p-
0.017). Respondents who indicated not having a sanitation facility 12 times most likely to use cat
method to dispose their human excreta (aOR=12.897;95%CI:2.688-61.87,p-0.001). The study
established that participants in villages where by-laws existed 5 times more likely to adopt sanitation
practices over those in villages without by-laws (aOR=5.728;95%Cl:2.53-12.967,p-0.000). Higher
odds of adopting sanitation practices was seen among respondents who revealed that latrine facilities
were shared (aOR=2.222; 95%ClI: 1.274-3.876, p-0.005).

Conclusion: this study established that Only 102(46.15%) of the households accessed sanitation
facilities; 119 (53.85%) still practiced poor sanitation indicating low adoptability to sanitation
practices. Those that who had employment; those with a monthly income ranging from 151,000-
200,000 Uganda shillings. Those who were persuade by NGOs, owning a sanitation facility, villages
where by-laws, Households that shared sanitation were likely to adopt good sanitation practices.
Further research should be carried out to address any gaps that the current study may not have
addressed.
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CHAPTER ONE: INTRODUCTION

1.0 Introduction

Good sanitation practices are vital for health as they contribute to infections prevention, as
well as improve and maintain mental and social well-being. Unsafe sanitation systems lead
to diarrhoea, neglected tropical diseases such as trachoma, vector-borne diseases as they
facilitate proliferation of vectors such as Culex mosquitos. Unsafe sanitation has been
linked to stunting that affects one quarter of under-five children globally (WHO, 2018).
This study aimed at assessing adoptability to sanitation practices among communities in
Nadunget sub-county, Moroto district - Uganda. Presented in this chapter are the
following sections; background to the study, statement of the problem, research objectives,

research questions, significance of the study, and the conceptual framework.

1.1 Background to the Study

The Water Supply and Sanitation Collaborative Council (WSSCC) reported a population
of about 1.5 billion people in 35 countries outside their intervention area still lacking
sanitation and needing financial support from the Global Sanitation Fund (GSF, 2014). By
the end of the Millennium Development Goal era in 2015, 2.4 billion people still had no
access to improved sanitation. The shortfall in meeting the target of reducing by half the
population not accessing improved sanitation being attributed to exclusion of the poor
from water and sanitation services. 30% of people without access to an improved
sanitation has the majority in rural communities (WHO, 2015). The UNDP Sustainable
Development Goal 6 states “Availability and sustainable management of water and
sanitation for all by 2030”. The target for sanitation therein states, “By 2030, achieve
access to adequate and equitable sanitation and hygiene for all and end open defecation,
paying special attention to the needs of women and girls and those in vulnerable

situations.”

World over, 12% of the global population still practiced open defecation by the end of
2015; 90% of those lived in rural areas. Universal access to basic sanitation as well as
ending open defecation by 2030 requires expedition of endeavours especially in Southern
Asia and sub-Saharan Africa (UN, 2015).



The Swachh Bharat Mission in India contributed to an increase in sanitation coverage in
rural India; moving from 38.7% in October 2014 to 78.98% in March 2018 and at the
same time declaring 330 Districts, 9 states and 3 Urban Towns Open Defecation Free
(ODF). The mission was guided by five principles of Political involvement, prioritization
of behaviour change, being outcome (ODF) oriented as opposed to latrine coverage,
emphasis on monitoring/verification for sustainability and an inclusive services delivery
model (India, 2018). In Tanzania, despite increased funding into the sanitation sector, only
62% had access to improved sanitation; population growth and urbanization being the
confounding factors. Open defecation was strongly associated with the poor and excluded
(Thomas et al, 2013). One billion people on earth still have no sanitation facility
whatsoever and continue to defecate in gutters, behind bushes or in open water bodies,
with no dignity or privacy (WHO, 2015).

Uganda’s National Development Plan II strives to achieve national latrine coverage of
79% by 2020. According to the Uganda Water and Sanitation Sector Performance Report
2017, the national sanitation coverage was 80% surpassing the national target for 2020.
However, the average sanitation coverage for Karamoja sub-region stood at 21.5%,
(Moroto 15.5%) many percentage points away from the national target.

With poor sanitation practices whereby, separation of human excreta from human contact is
inadequately achieved, the spread of multiple diseases will continue to be a major challenge.

Hence this research sought to assess adoptability to sanitation practices in Moroto district.

1.2 Statement of the Problem

From time immemorial, people in Karamoja have hardly dug pit latrines at their
homesteads. This is also evidenced in the sector performance reports (SPR) from the
Ministry of Water and Environment — Uganda (2016) that indicates that communities in
Karamoja sub-region have limited access to safe sanitation. On average sanitation
coverage for Karamoja sub-region stands at only 21.5%. Adopting a new practice is
normally hard for a majority of people and breaking old habits difficult. If the sanitation
situation is not addressed, infections and diseases from diarrhoea, trachoma, soil-

transmitted helminths and stunting will remain a challenge (WHO, 2018).



The government allocates a District Hygiene and Sanitation Conditional Grant (DHSCG)
of about 161 Million to the Karamoja sub-region each district receiving on average 23
Million annually to promote sanitation (AHSPR, 2016). The region also receives
additional support from; Uganda Sanitation Fund (USF), UNICEF, Save the Children,
World Vision, Goal International and other local organisations. Capacity building
initiatives on sanitation from government and NGO partners have been carried out for
respective staff (SPR, 2017).

However, despite the endeavours by government and partners above, good sanitation
practices have remained low among communities in Moroto district (SPR, 2017). Already
Uganda has been ranked 19" globally in the death of children under 5 years whereby
diarrhoea was being stated among the top three most causes of 75% of the under-5 deaths
(WHO, 2015).

This study therefore aimed at availing information necessary to shape policy and hence
targeted approaches towards enhancing adoptability to sanitation practices among
communities in Nadunget sub-County, Moroto district.

1.3 Research Objectives
1.3.1 General Objective

To assess the adoptability to sanitation practices among communities in Nadunget sub-

county, Moroto district

1.3.2 Specific Objectives

i. To establish if sanitation practices have been adopted among communities in

Nadunget sub-county, Moroto district

ii.  To determine the responsiveness of communities towards adoptability of sanitation

practices in Nadunget sub-county, Moroto district.

iii.  To establish undertakings being implemented to improve sanitation practices by

communities in Nadunget sub-county, Moroto district.

iv.  To identify challenges met in promoting sanitation practices among communities in

Nadunget sub-county, Moroto district.



1.4 Research Questions
i.  Are sanitation practices being adopted among communities in Nadunget sub-county,

Moroto district?

ii.  Are communities responsive towards adaptability to sanitation practices in Nadunget
sub-county, Moroto district?

ili.  What undertakings are implemented to improve sanitation practices by communities
in Nadunget sub-county, Moroto district?

iv.  What are the challenges met in promoting sanitation practices among communities in

Nadunget sub-county, Moroto district?

1.5 Significance of the Study

The National Development Plan Il for Uganda sets the National sanitation target at 79%
by end of financial year 2019/2020. The Sustainable Development Goal target for
sanitation seeks to achieve adequate and equitable sanitation and hygiene for all and end
open defecation by 2030.

The assessment of adoptability to sanitation practices among communities in the Nadunget
sub-county provides information necessary to shape planning at local government and
central government levels in terms of appropriate targeting for fast-tracking promotion of
good sanitation practices among communities in the Moroto district, Karamojong sub-
region.

The study also avails information for more in-depth studies on sanitation in other regions

by scholars in Uganda and globally.



1.6 Conceptual Framework
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1.6.2 Description of the Conceptual Framework

Given that this study aimed at assessing the adoptability to sanitation practices among
communities in Nadunget sub-county, Moroto district-Uganda, the conceptual framework
above expresses the independent variables as responsiveness, undertakings and challenges
faced by the communities.

Responsiveness by the communities influences on sanitation practices may be measured
through human excreta disposal methods, use of toilet facilities, ownership of toilet facilities,
toilet facility type, who is responsible for cleaning of the toilet facilities and motivation
factors for good sanitation.

Undertakings taken by the communities influences on sanitation practices may be measured
through existence of norms/bylaws, community mobilisation efforts in place, supportive
structures for marginalized categories, awareness creation and establishment of community

management structures for sanitation promotion.

Challenges faced by communities influences on sanitation practices may be measured
through prevailing soil structure constraints, availability of construction tools, availability of
locally available construction materials, cultural practices, prevailing attitudes and
availability of space for construction of sanitation facilities.

Adoption of sanitation practices which is the independent variable may be evident by
presence of sanitation facilities in place, level of use of the sanitation facilities and the extent
of open defecation free areas among the communities.

When the communities adopt to safe sanitation practices there will be less morbidity rates,
less stunting among the children, improved mental and social well-being and reduced

mortality rates that would have resulted from poor sanitation practices.



CHAPTER TWO: LITERATURE REVIEW
2.0 Introduction
This chapter reviewed literature related to assessments on adoptability to sanitation
practices. The review was conceptualized under the objectives of the study and focuses
primarily on: Responsiveness to sanitation practices among communities, community
Undertakings in place for sanitation practices, Challenges being experienced in promoting
sanitation practices among communities. This chapter started with a theory that

underpinned adoptability to good sanitation practices.

2.1 Theoretical framework

The theoretical framework for this study was derived from Reasoned Action Theory
developed by Martin Fishbein and Icek Ajzen (Ajzen & Fishbein, 1980; Fishbein &
Ajzen, 1975). The main tenet of this theory lies in its prediction that behavioural intent is
created or caused by two factors: attitudes and subjective norms. The Reasoned Action
Theory is based on four major assumptions summarized in attitude toward the behaviour,
subjective norm, behavioural intentions and actual behaviour. The Theory of Reasoned
Action is based on the assumption that people make rational decisions based on the
information available to them and their behavioural intention to perform or not perform a
particular behaviour is the immediate determinant of their actual behaviour. The theory
suggests that behavioural intention leads to behaviour and also that it determines attitudes
toward using a particular technology by influencing the normative value or subjective
norm (Fishbein & Ajzen, 1975). In this theory, socially relevant human behaviours are
under the control of the individual and the most direct powerful predictor of a behaviour is

the intention to engage in that behaviour.

According to the Theory of Reasoned Action, people’s beliefs about whether or not they
are susceptible to disease and their perceptions of the benefits of trying to avoid it,
influence their readiness to act (Janz& Becker, 1984). People have capacity to reason
away from their attitudes and this guides their beliefs. Moreover, health behaviour is based
on perceived threat of the disease. People are ready to act if they: believe they are
susceptible to the condition (perceived susceptibility); believe the condition has serious
consequences (perceived severity); believe taking action would reduce their susceptibility

to the condition or its severity (perceived benefits); believe cost of taking action



(perceived barriers) is outweighed by the benefits; are exposed to factors that prompt
action (cue to action) and are confident in the ability to successfully perform an action

(self-efficacy).

According to Salazar (2010), the Theory of Reasoned Action is beneficial in assessing
health protection or disease prevention behaviours. It is also useful in organizing
information about clients’ views on their state of health and what factors may influence
them to change their behaviour. When used appropriately, the Theory of Reasoned Action
provides organized assessment data about clients’ abilities and motivation to change their
health status. Health education programmes can be developed to better fit the needs of
clients/patients. The Theory of Reasoned Action is divided into three major components,
namely individual perceptions about health; modifying factors, which include
demographic, socio- psychological and structural variables, and the likelihood of action
(Dennill et al, 2007). The Theory of Reasoned Action can be used to acquire a better
understanding of the knowledge, awareness, perception and practice among mothers
bringing their children to treat diarrheal and other sanitation related diseases. This is the
basis as to why this theory was chosen for this study to enable the researcher to assess
whether the adoption of sanitation practices as a sanitation awareness approach can have

an influence on sustainable sanitation behaviour change.

2.2 Adoption of sanitation practices

The continued neglect of the sanitation sector at all levels has been worrying (Water Aid,
2017). Overall, 80% of countries recognized right to water compared to just over 50%
who recognized right to sanitation (WHO, 2012a). Until 2010, the United Nations (UN)
had not recognized access to sanitation as a basic human right (WHO, 2012b) and
therefore launched an advocacy initiative dubbed the “Sanitation Drive to 2015 in order
to accelerate progress towards attainment of universal latrine coverage. Despite the
intensive advocacy and lobby initiatives to raise the sanitation profile globally, the
sanitation sector remains underfunded and a key challenge in most developing countries
(WSP, 2012). The United Nations MDG target 7c aimed at halving the proportion of
people without sustainable access to safe drinking water and basic sanitation by the year
2015. In this commitment, a target for sanitation of 79 percent was set to be reached by
2015. However, by end of 2015, the world had only attained 64% latrine coverage.



Globally, an estimated 2.5 billion people lack access to improved sanitation which is more
than 35% of the world's population. Overall, (71%) of those who do not use improved
latrines live in the rural areas where 90% of all open defecation takes place (WHO and
UNICEF, 2015). Slight progress has been made especially in Sub Saharan Africa where
improved latrine use level stands at 30%. Despite the regional progress made, expansion
of latrine use is uneven and marked with disparities. In a study carried out in Ethiopia by
Oljira D, Berkessa T S (2016), 88.2% were reported to have latrines, the majority (91%)
being pit latrines. In Uganda, latrine coverage stood at 79% however, only 24% had access
to an improved latrine facility with over 5 million Ugandan’s practicing open defecation
due to lack of latrines. Accelerating improved latrine use is both an economic and health
gain (WHO, 2014). The biggest worry further is that even in the areas where there are
latrines, their utilization is estimated below average (WHO, 2016b). Below are
Responsiveness related factors, community undertaking factors and challenges

determining adoption of sanitation practices.

2.3 Responsiveness to sanitation practices among communities

2.3.1 Disposal of human excreta

Okechukwu et al. (2012) in his study in Hultu Ejju Enessie, identified that non-
functionality of latrine resulted into limited use of latrines. Supporting the quantitative
finding, participants of the focus group discussion also mentioned long life habit and low
awareness on use of latrine as major reasons for non-utilization of latrines. Okechukwu et
al. (2012) added that the reasons given by respondents for not using latrines by <5 children
were: large squatting hole (54.4%), being just a child (26.2%) and (19.4%) floor was not
safe to stand. This shows that latrines constructed without considering child friendly
features like small squatting hole, small foot rest and presence of the potty. The findings of
this study were similar to the study done by Mengistie & Baraki (2010) in Hulet Ejju
Enessie district. However, the use of latrines by children in the study area was not
encouraging; a study in Tanzania showed that children's use of latrines was associated

with a significant decrease in risk of Trachoma (Kamulu, 2015).

2.3.2 Hygiene conditions of the sanitation facility
Okechukwuet et al. (2012) observed that households that rarely cleaned their latrine were
less likely to utilize their latrine as compared to households which cleaned their latrine

daily. Latrines should be cleaned daily to prevent disease transmission by limiting contact
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between faeces and flies. More crucially, unsanitary conditions and odour may deter
people from using latrines. The study however, did not find any significant difference
between those who cleaned their latrines daily and those who only cleaned when dirty.
They found that households with hygienic latrines were 4.327 times more likely to utilize
their latrines than those whose latrines were not hygienic. The strong association between
hygienic condition of latrine and utilization could be attributed to fear of contamination,
odour and flies that are major problems of unhygienic latrines. Strong association also
seen between improved latrine use by all household members and conducive and hygienic

latrine in Tanzania (Kamulu, 2015).

Ashebira, Sharmab & Alemuc (2013) ascertained that the issue of awareness is further
measured in the hygiene practices envisaged in the community. Community members
need to know that good hygiene starts with having and using a toilet or latrine. Ashebira
et al. (2013) added that the major reasons for latrine use was the understanding about their
minimization of danger of human excreta to health, to keep the environment clean, and
provide privacy and convenience during defecation. This finding was also supported by
the focus group discussion that revealed reasons for latrine use as to prevent diseases
related with poor excreta disposal, to keep the environment clean and to provide for
privacy. Ashebira et al., (2013) established that the most common reason for not utilizing
of latrine by the households was a long-life habit (60.4%) and considering open defecation
comfortable (18.9%).

2.3.3 Latrine cleaning responsibility

Cleaning responsibility has been highlighted as one of the primary determinants of
adoption of sanitation practices (Mengistie & Baraki, 2010). Mengistie & Baraki (2010)
indicated that in most households, the responsibility to clean toilets lies in the hands of
females; awareness on the matter therefore needed to be created. Education and creating
awareness are one among the 16 packages included in the health extension packages
health extension workers employed to implement these packages provide a routine health
education to improve the community awareness to increase latrine utilizations (Sara
(2014). This implies that as the educational level of individual increased latrine utilization
will increase. Mengistie & Baraki, (2010) further added that level of awareness determines
very much on the extent of toilet utilization in rural communities. They argued that

educating women particularly is a key ingredient in the fight against child malnutrition and
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infant mortality. It is glaring that education of women results in sustainable fertility rates,
increased birth spacing and lower maternal death. For every year of a girl’s education,
there is a 10% reduction in the likelihood of her prospective child dying before the age of
five. Besides reduction in open defecation and improvement of sanitary facilities,
education of women and their health appear to have a high correlation with growth of
children. 1% improvement in female literacy can reduce child stunting by 0.5% and also;

improving female literacy by 1% will reduce OD incidence by 1.4%.

Mengistie & Baraki (2010) while basing on the result of multivariate analysis from socio-
demographic factors as similar to the study in Hulet Ejju Enessie households with
secondary school children were 3.739 times more likely to utilize latrine compared to
households without secondary school children. This might be due to the fact that
secondary school students were more exposed to hygiene information in the school
environment. The extents of latrine utilization were 2.437 times more likely for mothers
who can read and write than those unable to read and write. The presence secondary
school student and educational status of mother positively favoured the improvement of
latrine utilization in the home environment. They also found out that farmer mothers were
67.9% less likely to utilize latrine as compared to housewives. This might be due to the
fact that housewife's have a higher chance of staying in and around their home for a long
time, which have great contribution for use of household latrine. The extents of latrine
utilization were 62.1% less likely for households having <5 years children than those
without < 5 children. This might be due to open defecation practice of children and

improper disposal of child faeces by parents.

2.3.4 Perceived diarrheal diseases cause

Tadessie and Alemu (2014) undertook a study in Northern Ethiopia and established that
one major factor behind less utilization of latrines among communities is lack of required
knowledge on what causes and prevents diarrheal diseases. They indicated that the factors
that help the utilization of latrines were mainly community attitude and lack of
understanding of the benefits of the latrine use and nature of the work the community
engaged in.

On the other hand, Spears, Ghosh & Cumming (2013) in their study in East Gojam Zone,
found that presence of a school going child in a household, duration of owning a latrine,

peer pressure, and self-initiation to own latrine due to the promotional activity of health
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extension workers were the major factors affecting utilization of latrines. This was
inconsistent with the study conducted in similar district in the south Ethiopia (Anteneh and
Kumie, 2017).

Similar finding was reported from the two studies (Godana, 2013 and Heijnen & Peletz,
2014). This explained that the barrier for the effective utilizations of latrines also extended
to re-enforcing factors. There was a relationship between the attitude and practice of
latrine utilization and improved water supply in places with high risk to water
contaminations because faeces were easily washed in to water sources. General diarrheal
disease prevention is comprehensive and not believable to those living in poor setting.
Changing the cultures and beliefs of the society in using toilets and avoiding open filed
defecation may take longer time because of nature of the occupation. Heijnen & Peletz,
(2014) further add that many communities who resort to bushes have no idea of how these
increases diarrheal diseases in their communities. They added that they have no idea on
disposing-off faecal waste of children that they can lead to breeding of mosquitoes and
other germs that can later cause diseases to them and cost a lot of money and time to treat

them.

2.4 Community Undertakings to enforce sanitation practices in communities
2.4.1Existence of norms/bylaws

Harpe (2009) observed that an enabling environment provided for by existent by-laws
ensure effective delivery of water, sanitation and hygiene programs. Although lack of
finance and poor quality of government’s subsidized latrines are constraints for not
adopting latrines, our results show that primarily old habits and strongly ingrained beliefs
around impurity and pollution and the required rituals for purification and cleansing post-
defecation in societies may play a big part in the choice to continue defecating in the open
in the study area. Faeces have always been considered ritually impure as well as physically
filthy and water as the necessary medium of purification and ritual cleansing in society
(Bonu & Kim, 2009). Bathing and clothes changing rituals are deeply ingrained practices
post-defecation and after many other kinds of ritual defilement in Indian society (O’Reilly
& Louis, 2014). Cairncross et al. (2010) acknowledges bylaws to be able to play an
immense role in sanitation promotions as they ensure sanitation facilities are constructed
where new houses are to be constructed and thereby increase access to latrine facilities.

Together these cultural beliefs and practices explain the strong importance households
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have placed on the need for water provisioning inside the latrine to accomplish required
cleansing acts following defecation (Jenkins, 1999). In Aburi community in Ghana,
Owusu and Adjibolosoo (2016) noted in disagreement that even with enforcement of
sanitation by-laws by the district assembly, it was not deterrent enough to positively
change behaviour of the community members because of their attitudes. Ritual pollution
may extend to simply touching or entering the latrine for some higher castes (Banda,
Sarkar, Gopal, Govindarajan, Harijan & Jeyakumar, 2017), as was described by Brahmin
participants in the SF latrine group. This clearly poses a considerable barrier to safe child
faeces disposal in the latrine as well as latrine cleaning if elaborate water purification
rituals are perceived to be too time-consuming or difficult to perform, added to arguments
for providing water availability in the latrine. This possibility is supported by findings
from a survey of child faeces disposal practices in rural Indian households with a
functioning latrine, that water availability on the premise for using the latrine was

associated with safe child faeces disposal (Bhattacharya, Joon & Jaiswal, 2011).

Beliefs that faeces are impure also caused a few participants to consider the practice of
containing faeces in the latrine pit in the house as a ‘sin’, because idols and pictures of
gods that are revered are kept and worshipped in every house; having toilets within or next
to the house makes the entire house impure. These kinds of strong traditional beliefs can
hold back people from adopting the new practice of defecating safely inside latrines
(O’Connell, 2014). The importance of considering cultural beliefs, however, has long held

true for changing sanitation around the globe (Hammer et al., 2013).

2.4.2 Community mobilization efforts

The reports from the health offices said that the majority of the households in the
community had latrine utilized by the respective age groups; however, the reality in the
ground was totally different. The other factor that acted as barrier for the utilization of
latrine was attitudes of the community and the utilization was restricted to the times of
health professionals’ visits. This finding is consistent with the study conducted in
Melekoza Woreda, South Ethiopia (Mengistie & Baraki, 2010).

Campbell, Elia, and Lunn (2000) ascertained that mobilizing communities to use pit-
latrine is very much fundamental to increased utilization. This involves mobilizing
communities to completely eliminate open defecation. It focuses on sanitation and hygiene

behaviour change, in contrast with conventional approaches to improve sanitation-
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typically involves household subsidies for infrastructure-which have proven neither
scalable nor sustainable. Mobilization empowers communities to take collective action to
analyse their sanitation and waste situation, and to bring about collective decision-making
to stop open defecation, using locally available resources, rather than focus on outside

interventions such as hardware subsidies.

Hammer, Jeffrey, and Spears (2013) further argue that mobilizing communities to use pit-
latrine call for sanitation interventions to typically incorporate both latrine construction
and educational efforts and hygiene promotion, such as efforts to educate people about the
significance of hand washing with soap. Educational and hygiene promotion efforts are
particularly essential prior to latrine construction. This is primarily because people are
unlikely to utilize newly constructed latrines if they are not properly educated about their

benefits and not properly trained on how to maintain them.

Lunn (2000) indicates that people are more likely to use latrines if they are better
constructed and better maintained. New latrines should be regularly monitored to ensure
construction quality and maintenance. It is also essential to note that people often choose
to build latrines because they enhance their social status. People feel embarrassed when
their guests are forced to practice open defecation. People feel their households gain status
if they have latrines and do not practice open defecation. These have a direct impact on
sustainable behaviour change in communities where mobilizations are done. Further,
Victoria et al. (2010) established that mobilization of communities to use pit-latrine had
increased utilization among children less than 10 years. The current evidence however
indicates that communities had been mobilized and sensitized on using toilets and hand

washing with soap.

2.4.3 Supportive structures for the marginalized categories

Robinah, Kaddu and Mangen (2016) in a study done in Luwero district in Uganda, they
found out those men in their study who defecated in the open stated that latrine use did not
suite their daily routines, and that latrines were meant for females, as they stay at home
most of the time and thus have more need for them. In general, users of latrines were
viewed by study participants to be mainly women, especially the newlywed daughter-in-

law.

14



Robinah et al., (2016) added that increase in building of latrines in rural Bamunanika, had
the prime reason as arrival of the newly-wed bride in the household. Although there is no
evidence of efforts to apply the Community-Led Total Sanitation approach as it had been
undertaken elsewhere in the community or of social campaigns like ‘no toilet, no bride’ in
the neighbouring sub counties, or use of messages around shame, dignity and security of
females to promote latrine uptake, male heads of household and future husbands in our
study showed more concern for protecting and preserving the dignity, privacy and security
of their new daughter-in-law/bride when deciding to install a latrine. They did not want
these young women to be seen while they defecated outside because it lowered the

prestige of the family.

In contrast, in a study done in Indian and rural Puri society, Galan, Kim and Graham
(2013) argued that similar thinking or motivations were not observed in regard to their
daughters or other females within the family. Indian and rural Puri society is still male-
dominated, household decisions are taken by men, and females’ needs are rarely attempted
to be understood, recognized or addressed by male heads. Thus, policies aiming at
empowering women in decision making could be fruitful in enabling females to demand

for a life with dignity.

Galan et al., (2013) thus argued that female education and older age at marriage have been
found to be key factors associated with greater empowerment of new daughters-in-law in
decision-making and agency over their daily lives in their in-laws’ home and thus may be
important elements of such policies.

Getachew (2010) adds that in many of the SF latrine households who tended to be
wealthier or better educated upper caste families who had some prior exposure to latrines,
daughters-in-law seemed to express gratitude for the ease and convenience of using the
latrine (which typically always included a water supply and private place to bath), and for
the liberation from worry of being publicly seen bathing as much as open defecating, a
situation which could generate village gossip and family shame. On the other hand,
married women subsidized latrine households who tended to be of low and middle castes
with little outside exposure, going for open defecation in the evening provided many of
them with one of the rare daily opportunities to escape the house, the scrutiny of the
mother-in-law, and the confines of their hamlet and socialize with women friends and

peers. This was most strongly expressed by married women who were daughters-in-law

15



(i.e. not yet mothers-in-law), and a few young ones expressed open regret for having to
use the household latrine. This revealing finding is consistent with what some Indian
researchers and experts have suggested, that the traditional role of women and rigid code
of conduct for them within marriage, can be highly self-limiting, restrictive, and even
boring, and contributes directly to the higher observed rates of depression among married

women than married men across Indian society (Galan et al., 2013).

Okechukwu et al., (2012) also ascertained that with attainment of mother-in-law status and
old age, women were less concerned about being seen open defecating. As roles in the
household shift with mother-in-law status, and women gain greater freedom of movement
and control over their daily routines compared to daughters-in-law, mothers-in-law may be
more able to choose where they go and what they do. Other studies of subsidized latrine
use have also found that older compared to younger married women in rural communities
are more likely to defecate in the open. The exception to this pattern among older
members was due to disability, immobility, or sickness which made open defecation
difficult, similar to observations of reasons for early adoption in Benin and reported

elsewhere in India.

A study in Tamil Nadu found women and men had different defecation sites (Galan et al.,
2013), and the same was found in the study done in rural Puri. Unlike media reports from
Northern India, there was little evidence that women saw or experienced going for open
defection as a safety problem or threat to their well-being. Social cohesion and fear of
reprimand in the study villages appeared strong enough to prevent individual men from
molesting women on their way to the open defection sites.

While many studies of latrine use in rural India have observed a stronger tendency for
adult women than men to use latrines (Okechukwu et al., 2012 & Galan et al., 2013).
Heijnen & Peletz (2014) revealed contrasting preferences for open defecation and an
unexpectedly complex diversity of views and attitudes towards latrine use held by rural
women themselves, sometimes quite negative, which were found to vary with their age,
marital status, caste, education, and role/status within the home. These insights suggest a
universal preference among females in rural India for using latrines cannot be assumed,
and that increased opportunities for social engagement and interaction outside the home
for rural women, especially married women of lower socio-economic status, may need to

be created so that open defecation no longer serves this purpose if rural women are to fully
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embrace latrine adoption and use. Others have pointed to the need to increase
understanding of the negative health implications of open defecation as important for
behaviour change. Separate and concerted efforts focused specifically on how to change
social norms of open defecation among rural men, given its greater convenience to them,

will also clearly be needed (Heijnen&Peletz, 2014).

Lastly, Pattanayak et al. (2009); Arnold et al. (2010); Patil et al. (2014) found out that the
likelihood of having a latrine was 1.5-fold higher with households that had a higher
income than those with a lower income. This finding is in line with the results of a study
conducted in 1999 in North Gondar, Ethiopia. The availability of a latrine was also
affected by the frequency of supervision and distance of the household from the local
health facility and Bahir Dar city. This could be because households located a short
walking distance from the local health facility were better informed about the importance
of building latrine facilities and its utilization through health-promotion programs and
community mobilization, as was pointed out in studies in northern Ghana and Ethiopia
(Ashebira et al., 2013)

In a study done in Rural Mali by Pattanayak et al. (2009); Arnold et al. (2010); Patil et al.
(2014). This study provides rigorous evidence that a pure behavioural intervention with
no monetary subsidies substantially increased utilization of latrines in rural Mali. Access
to a private latrine almost doubled among households in CLTS villages (coverage
increased to 65% in CLTS villages compared to 35% in control villages). Self-reported
open defecation rates fell by 70% among adult women and men, by 46% among older
children (age 5-10), and by 50% among children under five (Patil et al., 2014).

2.4.4 Awareness creation

Anteneh and Kumie (2010) in a study done in Ethiopia on literacy related factors behind

utilization of latrines; established that many of community members who were not utilizing

toilets lacked required knowledge on the importance of these latrines. Anteneh and Kumie

(2010) further showed that educational level of the respondents has a significant association

with latrine utilization. The finding of this study is supported by other similar study

conducted on the impact of sanitation intervention on latrine coverage and uses a worldwide

report that means education level has an effect on the community latrine utilization (Maggie

et al., 2010). This might be due to that education has a significant influence on human
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behavior towards behaving health activities. Similarly, Sara (2014) argues that as peoples’
educational status increases, their knowledge on the disease causation, transmission and the
role of human waste to the occurrence of communicable diseases increases. Therefore, to
keep their health well they manage and dispose of every type of wastes (including human

excreta) safely wherein properly constructed latrine.

On the contrary to this study, Tefera (2008) ascertained that educational status of the
respondents (head of the household) does not have any significant association with latrine
utilization in one study conducted in Nepal. This might be due to the fact that even though
slightly more than half of the participates were illiterate (51.7%), the government of Nepal
is committed to improving sanitation throughout the country, one priority campaign is
improving latrine coverage towards attaining open defecation free areas all over the
country by 2017 Anteneh and Kumie (2017). Despite the fact that a lot of activities and
strategies (like training manpower, ONE WASH, Health Extension Package and
Community Lead Total Sanitation and Hygiene Behavioural Change) have been
conducted in the country Ethiopia, latrine utilization has remained one half of the

country’s vision which was 100% basic sanitation (including proper latrine utilization).

2.4.5 Establishment of management committees

According to Waterwiki (2010) training sanitation committees in communities is a very
essential step towards achieving sustainable behaviour change towards latrine utilization
in rural communities. Tyndale-Biscoe et al. (2013) indicates that the training of sanitation
committees improved household sanitations. They resurveyed households from villages in
Ethiopia and Ghana one year after implementation of sanitation interventions ended to
assess if sanitation outcomes were sustained. In the year after implementation ended,
reductions in open defecation were sustained. Only one intervention saw reversion back to
open defecation. The average reversion rate in this study was lower than seen in a previous
Plan International study in Ethiopia, Kenya, Uganda, and Sierra Leone, in which 13% of
households reverted to open defecation in the two-plus years since the training of
sanitation committees had ended (Tyndale-Biscoe et al., 2013). However, these reversion
rates are not necessarily inconsistent with David et al (2014), as they used a longer follow-
up period, and reversion to open defecation may not be a linear process. They also may
have overestimated reversion, as they assumed that “open defecation free” status as

verified by local government was an accurate measure, which may not be true.
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Cavill et al., (2014) further indicated that sometimes finding of no reversion in behaviour
for three interventions is striking. The majority of latrines in study villages were
unimproved, which in this case means their floors and slabs were made of low durability
local materials. Sanitation interventions often results in low durability latrines made of
local materials, which is frequently cited as causing reversion to open defecation (Cavill et
al., 2014). Better market access may help prevent this—in Ghana, where study villages
were wealthier and closer to markets, 81% of latrines had intact superstructures offering
complete privacy, whereas in Ethiopia only 6% did. Many households in this study had
latrines fall into disrepair or collapse in the year following implementation— 45% in
Ethiopia and 6% in Ghana—but they repaired or rebuilt them in the same year with the
presence of sanitation committees. The high repair rates likely indicate a social norm
around latrine use, given that the influence of external facilitators and the incentive of
pending ODF certification were gone. While households were clearly committed to
continued latrine use (demonstrated by latrine repair rates), a 45% annual latrine
disrepair/collapse rate seems likely to discourage households and eventually push them
back to open defecation. The subsequent sustained latrine use varied more by region than
by intervention, indicating that context may be as or more important than the
implementation approach in determining effectiveness. In both Ethiopia and Ghana, the
interventions were most effective and the impacts most sustained in remote villages, which
were poorer, had higher baseline open defecation, lower prior exposure to WASH projects,
and indicators of potential social cohesion (such as being smaller and having lived

together longer).

Training of sanitation committees prevent the prevalence of contamination from man-
made pollution and waste to naturally occurring toxins and the wide range of ways
contaminated water can enter the human body are staggering. Everyday people are put at
risk through drinking contaminated water, eating food prepared in bowls or with utensils
washed with contaminated water, through poor personal hygiene, bathing and washing in
unhygienic water (Jailson et al, 2015). Maxwell et al (2010) conducted a study in Luanda,
Angola and evidence showed factors affecting quality of care given by caregivers and their
ability to maintain a hygienic environment—include the availability of water and sanitary
facilities was lack of sanitation committees to oversee the overall programme. The toilet
facilities available to Accra’s population are mainly public latrines (54 percent) and

private improved pit latrines (20 percent). Only 10 percent of households had flush toilets
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at the time of the study, and 16 percent did not have or use any toilets at all (that is, they
used empty lots and gutters). Maxwell et al (2010) stated in their study that improvements
in sanitation reduce the transmission of pathogens that cause diarrhoea by preventing
human faecal matter from contaminating environments. Improving sanitation facilities has
been associated with reduction in diarrhoea incidence of 36 per cent across reviewed

studies.

2.5 Challenges being experienced in enforcing sanitation practices in communities
2.5.1 Soil structure constraints

Awoke and Muche (2013) have criticized the single model technology and pointed at the
structural deficiencies in the subsidy driven sanitation intervention promoted by the
government. Although participants did not mention this explicitly, their non-involvement
in shaping the toilet design to suit their needs and preferences may have been a strong
reason for discarding their subsidized latrines in our study area. This phenomena was
observed elsewhere in rural Kenya in which people who had not been involved in
choosing their sanitation technology persisted in their habit of open defecation, and has
been confirmed in a quantitative study showing individuals in households that had been
involved in the choice of their latrine design were 49 % less likely to practice any OD than
members of households that had not (Coffey et al., 2014). They added that the TSC GOI’s
individual household latrine unit design of 5 feet wall height, single cubicle, and single
shallow pit pour flush latrine with no roof and no water provision and, in many cases, with

doors missing, was regarded by people as incomplete and insufficient for use.

Getachew (2010) indicated that among the study population of rural Odisha, however, it
was found out that people not using a GOI subsidized latrine even if complete (as per
government guidelines) and functional but lacking a roof. Owners expected to receive
more subsidies sometime later, so delayed using the facility, or completing the facility at
their own costs. The long history of experience with hardware subsidies in sanitation
programming has shown that toilet construction subsidies do not guarantee that toilets will
be used and are a poor substitute for creating real demand. As per TSC guidelines, the
subsidy was meant as an incentive for backward families, which was to be reimbursed
only after the completion of the toilets. High reliance on the subsidies however has been

observed among rural Indian families, and the subsidy amount reported as inadequate to
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construct an acceptable functional sanitation system. In contrast, there is evidence of

poorer households achieving higher levels of sanitation on their own.

2.5.2 Availability of local construction material

Coffey et al. (2014) further ascertained that lack of provision for any water supply in the
units emerged as a major factor for non-use in the design of facilities in the study setting,
given the quantities of water needed for anal cleansing, flushing and sanitation purification
rituals. Participants were optimistic that usage would increase among existing GOI
subsidized latrine households with provision of water in the latrines. These findings
corroborate those of other Pakistan studies in Rajasthan (Bayu, 2015) which found that
absence of water at the latrine for post-defecation anal cleansing and bathing (which is
crucial to accomplish customary sanitation purification rituals described above) reduced
latrine uptake and use. In places where the distance of water supply points was more than
500metres from the latrine, villagers have shown unwillingness to fetch water (Coffey et
al., 2014). In rural Madhya Pradesh, lack of a water connection was the second most
frequent reason (excluding lack of money) for not having a toilet facility (Getachew,
2010).

In a study using the Safe San Index to measure consistent latrine use in Puri District, a
water source in the latrine was associated with a 2 fold increase in safe excreta disposal
rates (i.e., defecation and disposal in the latrine) across all members, compared to latrine
owners with a public water source located outside the compound (Elmendorf & Buckles,
2017). Water requirements for cleansing and purifying rituals mean that unavailability of
water supply in sanitation facilities will continue to be a major shortcoming of the
subsidized latrines, unless addressed. O’Reilly et al. (2013) in taking a politically ecology
approach to understanding sanitation adoption in rural Indian, has argued for the critical
importance of inaccessibility of water as an important ecological and structural constraint
to be addressed. A global review of determinants of rural latrine use and open defecation
behaviour has also highlighted the importance of accessible and reliable water availability
as a factor in latrine adoption. People will continue to do what was convenient and easy

and open defecate near local surface water bodies (ponds and rivers) (Gopal et al., 2009).
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2.5.3 Cultural practices

Although lack of finance and poor quality of government’s subsidized latrines are
constraints for not adopting latrines, our results show that primarily old habits and strongly
ingrained beliefs around impurity and pollution and the required rituals for purification
and cleansing post-defecation in societies may play a big part in the choice to continue
defecating in the open in the study area. Faeces have always been considered ritually
impure as well as physically filthy and water as the necessary medium of purification and
ritual cleansing in society (Bonu & Kim, 2009). Bathing and clothes changing rituals are
deeply ingrained practices post-defecation and after many other kinds of ritual defilement
in Indian society (O’Reilly & Louis, 2014).

Together these cultural beliefs and practices explain the strong importance households
have placed on the need for water provisioning inside the latrine to accomplish required
cleansing acts following defecation (Jenkins, 2016). Ritual pollution may extend to simply
touching or entering the latrine for some higher castes (Banda, Sarkar, Gopal,
Govindarajan, Harijan & Jeyakumar, 2017), as was described by Brahmin participants in
the SF latrine group. This clearly poses a considerable barrier to safe child faeces disposal
in the latrine as well as latrine cleaning if elaborate water purification rituals are perceived
to be too time-consuming or difficult to perform, added to arguments for providing water
availability in the latrine. This possibility is supported by findings from a survey of child
faeces disposal practices in rural Indian households with a functioning latrine, that water
availability on the premise for using the latrine was associated with safe child faeces

disposal (Bhattacharya, Joon & Jaiswal, 2011).

Beliefs that faeces are impure also caused a few participants to consider the practice of
containing faeces in the latrine pit in the house as a ‘sin’, because idols and pictures of
gods that are revered are kept and worshipped in every house; having toilets within or next
to the house makes the entire house impure. These kinds of strong traditional beliefs can
hold back people from adopting the new practice of defecating safely inside latrines
(O’Connell, 2014). The importance of considering cultural beliefs, however, has long held

true for changing sanitation around the globe (Hammer et al., 2013).
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2.5.4 Prevailing attitudes

Pattanayak et al. (2009) conducted a study in Northwest Frontier province of Pakistan
border Afghanistan, with 85% of the rural population. The key person of the population
including local politicians, village elders and imams were interviewed. It was found that
more than 10 million people were practicing open field defecation which is a potential
cause of outbreak of diseases. This was explained by the belief among the community
members that open field defecation is not avoidable due to the cost of toilets in the place.
In another study conducted to understand the knowledge, attitudes and practices of
sanitation and defecation in Iteso Region in Uganda, Kaddu and Mangen (2016) found out
that among 97 households interviewed, only 25 (83.3%) use sanitary latrine. Seventy-two
(74.2%) of respondents defecated in fields, and there was no stigma associated with this
traditional practice. Hand washing with soap after defecation and before meals was

common only in children under 15 years (86.4%).

While traditional habits and socio-cultural barriers may be contributing to the present-day
situation, several studies and reports have drawn attention to serious problems in the toilet
programme design and implementation. Mara, Lane and Scott (2010) argued that
inadequate inefficient programme implementation, unprofessional and ad-hoc target-
making and inadequate institution buildings are also some of the reasons contributing to
unchanging traditional behaviour. They also found substantial problems with inadequate
and inappropriate design and incomplete and sometimes poor-quality construction of the
TSC subsidized latrines which posed real barriers to latrine use. For example, near-annual
risks of monsoon flooding and widespread inundation in the Puri district study area were
not considered in the design and construction of the subsidized latrines, many of which
had pans installed at or near ground-level and very small, shallow pits compared to SF
latrines in the same communities (which typically had elevated pans and large pit

volumes).

As a result, many of the subsidized toilets were inundated or water-logged, and unusable
in the rainy season. In their study across rural north India, Coffey et al. (2014) also found
that SF latrines had significantly larger pits than GOI subsidized latrines, and that latrines
used by all household members were much more likely to have larger pits than those used
only by some or few members. A desire for large dry pit volumes has also been observed

in Africa, the motivation expressed being to maximize the investment in building the
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structure and serve the whole family for many years before the pit becomes full and has to
be replaced.

In Tanzania, a study revealed that shared latrines provided as much protection compared
with private latrines regarding risk of trachoma. There was no link between sharing
latrines and trachoma transmission even in homesteads where latrines were shared among

many households (Maggie et al., 2015)

2.5.5 Availability of space for construction of sanitation facility

In a study conducted by Dewey and Mayers (2011), disposal strategies call for mobilizing
communities to ensure that faecal is well disposed off in latrines, and other wastes in
dustbins as well as mechanisms in place to handle such wastes after disposal at household
level. Dewey and Mayers (2011) found out that this had improved on the hygiene and
sanitation behaviours of people in northern India. In addition, Bethony, Brooker,
Albonico, Geiger, Loukas, Diemert, and Hotez (2006) in their study about the contribution
of mobilizing communities to ensure that faecal is well disposed off clearly on improving
sustainable behaviour change. They established that this had made improvements in using
of latrines and increasing child growth and diarrhoea-related mortality which were
observed. One explanation for this finding is that the when communities are well
sensitized, it reduces child exposure to faecal contamination, through reduction in open
defecation and/or improvements in hand hygiene behaviour. Lower levels of
environmental faecal contamination could potentially contribute to less environmental
enteropathy among children, a subclinical condition characterized by poor nutrient
absorption in the gut and associated with stunting in children (Lunn 2000; Campbell, Elia,
and Lunn 2003).

Currently, 1.1 billion people worldwide poorly dispose-off wastes according to UNICEF
(2012) which has expanded on the exposure to poor hygiene, inadequate quantities and
quality of drinking water and lack of sanitation facilities cause millions of the world’s
poorest people to die from preventable diseases each year. Women and children are the
main victims. The link between water, sanitation and diarrhoea include: - contaminated
water that is consumed may result in waterborne diseases including viral hepatitis,
typhoid, cholera, dysentery and other diseases that cause diarrhoea. Without adequate

quantities of water for proper hygiene, skin and eye infections for example trachoma
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spread easily (WB, 2013). In some areas like Turkana, the prevalence rate of diarrhoea is
42% (AMREF, 2011).

In a study done by Curtis et al (2013), it was established that when communities are not
adequately sensitized to dispose waste, this has a long-term impact on the general hygiene
in the whole community. Looking at the need to improve existing sanitation, Curtis et al.,
(2013) undertook a study that showed that improving domestic hygiene practices is
potentially one of the most effective means of reducing the global burden of diarrheal
diseases in children. If hygiene promotion is to succeed, it needs to identify and target only
those few hygiene practices which the major source of risk in any setting are. It added that
any behaviours which prevent stools from getting into the domestic arena, the child's main
habitat, are likely to have a greater impact on health than those practices which prevent
pathogens in the environment from being ingested. Hence safe stool disposal, a primary

barrier to transmission, may be more important than hand-washing before eating.

2.6 Summary of the literature review

The literature reviewed clearly indicates that there are several studies in place that viably

established the factors indicating slow progress in sanitation achievement world over. Most

of the literature reviewed was for studies done in previous years of 2017 and below, also not

in Moroto district. Considering new developments, there is need to carry out further study in

sanitation since several gaps are glaring as per the review above. Another study would

empirically test the literature reviewed and weigh the 